The drug development paradigm is rapidly evolving from its longstanding "siloed" corporate structure to one based more on partnerships among industry, academia, and the regulatory agencies. These partnerships take advantage of the individual strengths that have existed in each sector but reflect the need for enhanced collaboration. In 2016, the White House Cancer Moonshot brought this need for increased collaboration in oncology to the public's attention through recognition that in this era of advanced technologies and rapid accumulation of data, there is not only a need to have knowledge readily accessible and interactive, but also a need for strategic partnerships among public and private sectors to allow key in silico, basic, clinical, and population-based experiments to be conducted that will advance the field. To help define a national cancer research blueprint, the National Cancer Advisory Board assembled a Blue Ribbon Panel of 28 scientific experts and other stakeholders that provided transformative recommendations to accelerate progress against cancer after consulting more than 150 experts and reviewing more than 1,600 suggestions from the public. 1 With strong bipartisan support, the 21st Century Cures bill was passed by Congress on December 7, 2016, with funding "to support cancer research, such as the development of cancer vaccines, the development of more sensitive diagnostic tests for cancer, immunotherapy, and the development of combination therapies, and research that has the potential to transform the scientific field, that has inherently higher risk, and that seeks to address major challenges related to cancer." 2 These new resources will help not only to implement recommendations of the Blue Ribbon Panel, but also to encourage continued cooperation amongst academia, government, and industry to develop new partnerships that minimize the potential of generating additional siloes in the future.
In this issue, devoted to the implications and advances in oncology therapeutics, novel descriptions of new paradigms for many components of the drug development process are presented. If advanced appropriately, these partnerships have the potential to substantially change the way the drug development paradigm is approached. The implications of success will not only enhance the availability of better oncology therapies available to US patients, but also make these therapies available to the global community. These are important approaches that will need to be carefully assessed in the coming years, but for the moment serve as a new baseline and present an exciting glimpse into the future. It will be important for organizations, such as the American Society for Clinical Pharmacology & Therapeutics and its membership, to take the lead in judiciously and thoughtfully shaping and evaluating these approaches.
EMERGING DRUG DEVELOPMENT PARADIGM AND REGULATORY REVIEW AND APPROVAL PROCESS
Oncology drug development has seen tremendous progress in recent years. With the remarkable growth in the understanding of the molecular basis of cancer etiology and the development of novel therapeutic targets, innovative approaches in drug development and regulatory approval pathways, the US Food and Drug Administration (FDA) has granted significant approvals of new targeted therapies and immunotherapies ( Tables 1, 2) , 3, 4 in addition to biosimilar products. 5, 6 For example, with the marked clinical efficacy of crizotinib for non-small cell lung cancer (NSCLC), various second-generation anaplastic lymphoma kinase (ALK) inhibitors have been or are being developed, mostly for use in crizotinib-resistant settings. Central nervous system (CNS) antitumor activity is critical for specific ALK inhibitors to be used for first-line treatment to reduce or delay the rate of brain metastasis in patients with ALK-positive NSCLC. 7 Currently, many bispecific antibodies are being developed for cancer immunotherapy. Yuraszeck et al. 8 described unique challenges and experiences in the preclinical and the clinical development of blinatumomab, a bispecific T-cell engaging antibody, pointing out the critical need to optimize dose and schedule of combination therapy and the potential utility of quantitative systems pharmacology and other pharmacometric tools (e.g., physiologically based pharmacokinetic modeling). Another area of active development is cancer prevention. Today, vaccination is available to prevent some cancers, for example, human papillomavirus (HPV) vaccine for the prevention of cervical, vulvar, vaginal, and anal cancers. The strong evidence from the literature also shows that vaccination with hepatitis B vaccine can reduce the incidence of hepatocellular carcinoma. However, development of agents to prevent cancer whose causes are not associated with infection, although promising, is more challenging and still at an early stage. 9 The FDA has provided various regulatory pathways to expedite the development and approval of drugs. For 2016, 73% of the approvals of novel drugs used one of the expedited pathways, and of the six oncology drugs approved for therapeutic or diagnostic purposes (atezolizumab, flucidovine-18, gallium Ga 68 dotatate, olaratumab, rucaparib, and venetoclax), all were designated Priority Review, four Breakthrough Therapy Designation, four accelerated approval, and one Fast Track designation. 10 As pointed out by Blumenthal et al., 3 the FDA has approved several breakthrough-designated drugs based on expansion cohorts in phase I clinical trials. In addition to this novel "seamless drug development" paradigm, 11 the increasing use of master protocols that are genomically driven, including basket trials (such as the NCI-MATCH trial 12 ) and umbrella trials (such as Lung-Map 13 ), is promoting important collaborations among stakeholders for efficient development of oncology drugs. While the traditional time-to-event endpoints (progression-free survival (PFS) and overall survival) are generally used for regular approval, objective response rate (ORR) and duration of response (DoR) can often be used for accelerated approval, especially in single-arm trials. 3 However, these latter data (ORR and DoR) that may be used for drug approvals may not be suitable for health economic appraisal.
14 In addition, the use of PFS as evaluated via RECIST (Response Evaluation Criteria in Solid Tumors) may not be appropriate for locally administered oncolytic viral therapies. 15 The use of model-informed drug development (MIDD) strategies has increased in the past few years. PDUFA VI (for fiscal years 2018-2022) included a commitment to "facilitate the development and application of exposure-based, biological, and statistical models to derive from preclinical and clinical data sources." 16 To optimize individual dosing regimens, it is critical to have appropriate clinical pharmacology studies, including timely food effect evaluation, 17 dose-ranging trial designs, and best practices in pharmacometric methodologies. 18 Despite the increasing use of MIDD in drug development and regulatory review, the use of models to inform dosing in specific subpatient groups to improve treatment outcomes appears to be limited and requires wider interdisciplinary collaborations. 19 
ACCELERATING THE PROGRESS AGAINST CANCER: NATIONAL INFRASTRUCTURE PILOTS AND PARTNERSHIPS
An average cancer patient may be seen by more than a dozen different providers during his/her individual patient journey. The ability to aggregate a patient's data is currently difficult, if not impossible. A major recommendation from policy and research experts is to enable the creation of a learning healthcare system for cancer that will allow us to glean knowledge and experience from every cancer patient. 20, 21 Only then will we be able to use data to enhance, improve, and inform the journey of every cancer patient from the point of diagnosis through survivorship. This can be thought of analogously to Waze, a community-based traffic and navigation app in which millions of drivers work together daily toward a common goal of finding the best route to their destinations. Drivers that take local roads are able to share their experiences with similar drivers, while at the same time providing useful information to high-speed drivers that choose to take highways. While both may arrive at the same destination, their shared individual experiences will help inform the next driver who must determine the best path to take on a similar journey. To achieve a "Waze for cancer," we must go beyond the traditional notion of simply aggregating data and move towards a structure that allows for reuse of harmonized data, as demonstrated by the National Cancer Institute's (NCI's) Genomic Data Commons and NCI Genomic Cloud Pilots. 20 Orthogonal datasets from the same patient that will allow machine learning algorithms to challenge existing dogmas will also be needed. The partnership among the Department of Veterans Affairs, Department of Defense, and NCI will challenge the status quo by examining a patient's genes (genomic analysis), the expression of these genes in the form of proteins (proteomic analysis), as well as medical images associated with the same patient to create the nation's first system in which cancer patients are routinely screened for genomic abnormalities, proteomic information, and imaging to match their tumor types to targeted therapies. The Applied Proteogenomics OrganizationaL Learning and Outcomes (APOLLO) network will generate molecular datasets from thousands of patients, so that when clinical annotation is layered on top, the network will help to predict which patients will respond to which therapies. 22 This analysis could either inform new combinations or use existing novel therapies within the newly established NCI formulary 23 to better understand primary resistance and secondary resistance in patients. To provide temporal molecular characterization of patients for machine-learning purposes, subsets of data being harmonized and generated by a public-private partnership, Blood Profiling Atlas in Cancer (Blood-PAC), could be used. 24 BloodPAC brings together 25 state-of-the-art biotech companies, pharmaceutical partners, and academic labs focused on developing assays to analyze blood. The collaboration has already shared raw data from over a dozen studies and will work with the APOLLO network through the Department of Defense. Finally, data elements describing immediate patient response from APOLLO and BloodPAC will be developed and defined in a uniform manner with input from Centers for Medicare/Medicaid (CMS) and FDA, enabling multidimensional analysis of these datasets by other payers to assess whether similar approaches will improve health outcomes for their relevant populations, as described broadly by the CMS Oncology Care Model. 25 The examples given above, and included in this issue, represent only a snapshot of infrastructures and partnerships that will be needed. In 2017, continued implementation of these efforts will lay the foundation critical to achieving the ambitious recommendations from the NCI Blue Ribbon Panel with additional funding opportunities updated on a routine basis. 26 
CONCLUSION AND FUTURE DIRECTIONS
Also as part of the Cancer Moonshot program, on June 29, 2016, the FDA was instructed to leverage the skills of regulatory scientists and reviewers across the various product centers (drugs, biologics, and devices) to create the Oncology Center of Excellence (OCE). The goal of the OCE is to further expedite the development of new combination products and support an integrated approach to addressing cancer as a disease. 27 On January 19, 2017, the agency formally announced the establishment of the OCE and appointed Dr. Richard Pazdur as OCE director. 28 The OCE will seek to emulate both academic and cancer care centers, which are increasingly organized in multidisciplinary models to enhance collaboration that is critical when confronting a complex and rapidly evolving disease such as cancer. 29 The OCE will continue to incorporate the patient view into regulatory decisionmaking and will support innovation to better integrate the multiple disease and diagnostic options to further patient care. 29 
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